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Material and Method. The procedure we used was fi rst applied in the Oral and Maxillofacial 
Surgery Clinic in Cluj-Napoca seven years ago on patients suffering from tongue and/or oral fl oor 
malignancies in order to reconstruct these anatomical areas after the excision of the tumours in 
oncological safe limits. Most of its preparation procedure was made according to the classical method 
with some modifi cations in the preparation of its base. In order to enhance its covering area and 
functional availability and to eliminate some drawbacks, the route to the receptor area was changed. 
The submandibular course was used instead of the transbuccal one. 
Results. In all 21 patients who underwent surgery, a considerable enhancement of fl ap covering 
availability was obtained. It was able to cover defects ranging from the posterior limits of the tongue 
and oral fl oor to the tongue tip even beyond the midline. Unlike in the classical method there was no 
need to perform tooth extractions in dentulous patients. It is a one step procedure. Thus, the second 
step of the classical method was eliminated. 
Conclusions.  The naso-labial fl ap with submandibular course offers covering and functional 
availability superior than the classical one with transbuccal route. It preserves and reconstructs the 
perimandibular anatomical sites. It also shortens the surgical treatment period of tongue and oral fl oor 
malignancies.
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Introduction
Modern treatment of advanced intraoral and extraoral cancer involves multidisciplinary teams 
with use of sophisticated reconstructive techniques to provide improved quality of life with optimal 
functional rehabilitation. Pain and functional problems plague the rehabilitation of these patients. 
Mastication is an important part of this process, and it can be severely impaired by tumour ablation. 
Whether massive resection combined with reconstructive surgery offers acceptable functional 
outcome is still in debate.
The patient’s overall condition and performance status must be considered prior to planning a 
potentially long and complicated reconstruction. Ablative procedures that produce a large surgical 
defect result into more severe functional problems. When the reconstructive technique includes fl aps 
that are adynamic and bulky, they are associated with poor functional outcome. Although the surgical 
approach to head and neck patients must focus on function (mastication,speech and swallowing) and 
aesthetic detail, there are few reports in literature that assess and compare the functional outcome of 
head and neck cancer patients who have undergone a major resection and reconstruction.
Quality of life issues in head and neck cancer are crucial given the location and nature of the 
disease and its treatment. Speech, mastication, swallowing, breathing, and facial appearance can be 
severely challenged; which makes a signifi cant socio-psychological and functional impact. Despite 
the importance of quality of life issues, few clinical data are available. Prosthetic rehabilitation is 
an important part of the functional restoration of cancer patients to their pre-morbid status. Its role 
in normal mastication and the ability to eat a normal diet is crucial; therefore, patient satisfaction 
depends to a high degree on successful denture restoration. 
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Part 1.
After defi nitive diagnosis and systemic dissemination investigation, a combined team of head 
and neck surgeons and plastic surgeons at the Comprehensive Cancer Centre Northern Netherlands 
operated patients on. The protocol for oral cancer treatment utilized Surgical treatment of advanced 
intraoral cancer results in poor functional outcomes.
Ablative surgery included ablation of all diseased tissue with a 2 cm margin of normal non-
cancerous tissue. Free margins of the resection was assessed intraoperative by frozen sections. 
Following completion of the ablative surgery, reconstruction was performed by a separate team. 
Tissue requirements were assessed and fl ap elevation was performed followed by insetting with 
water-seal closure. Donor site and anatomic confi guration requirements were assessed preoperatively 
by a combined team of oral maxillofacial surgeons, prosthetists, and plastic surgeons
Radiotherapy followed comprehensive surgical resection and reconstruction of advanced 
fl oor of the mouth cancer based on stage of the disease. In general, postoperative radiotherapy was 
indicated in T3 and T4 tumours, tumours with narrow margins of resection, peri-neural invasion and 
angioinvasion.
After completion of full treatment (surgery +/- radiotherapy), patients received denture 
rehabilitation by means of dental prosthesis. Impressions were taken by the prosthodontist of the 
maxillofacial prosthetic department of the University Hospital and prostheses were tailored to fi t the 
patient’s local.
Prosthetic management of head and neck cancer patients has been long recognized as an 
important supportive role to obtain a good functional outcome. Prosthetic dentistry contributes to 
the long-term success of tumor treatment and facilitates rehabilitation. However, denture restoration 
is signifi cantly challenged in patients with advanced intraoral cancer. The main tenet of denture 
rehabilitation is the maintenance of normal anatomy, allowing for a stable structural anatomic base 
and neutral zone where the prosthesis can be fi tted. A thin and pliable fl oor of the mouth, together with 
a well-developed lingual and buccal sulcus and stable alveolar ridge are necessary to permit wearing 
a functional dental prosthesis.
In a large series of patients Finlay et al reported that in 255 consecutive patients undergoing 
treatment for oral cancer, 21% reported diffi culty with swallowing solid foods and 46% were limited 
to semi-solid or liquid diets, which supports the evidence that functional outcome is still very poor in 
advanced intraoral cancer 
Rehabilitation of oral cancer patients is particularly diffi cult in the case of large tissue defects 
and is not always accomplished completely even with primary microsurgical tissue repair; and 
persistence of dysphagia, refl ux of liquids and limitation to liquid food have a signifi cant negative 
effect in functional outcomes 
Part 2.
The use of extraoral prosthesis is possible with osseointegrated implants or with the use of 
adhesives. The use of dental implants for the retention of a prosthesis should be already considered at 
the primary treatment planning.
Currently, implant-retained prostheses have evolved to a widely used form of therapy for 
the rehabilitation of patients with craniofacial defects, both in  non-irradiated and irradiated areas. 
Meanwhile it has been shown that implant success rates are dependent on the implant location and 
radiation status ranging from 81%-100% for the mastoid area, 45%-100% for the orbit and 46%-
100% for the nasal fl oor. Currently, overall success rates for implants are higher in the mastoid than 
in the orbital and nasal areas, and higher in non irradiated areas than in irradiated areas. 
A retrospective study of 20 years extraoral implants-facial prosthetics in UMCG by Visser, et 
al (2007) showed that an implant retained craniofacial prosthesis has to be considered as a save and 
reliable procedure. Survival rates of craniofacial implants were high in non irradiated areas (95%) 
and satisfactory in irradiated areas (80%). Skin reactions around implants and beneath prostheses 
were mostly mild. The average life span of silicone craniofacial prostheses is relatively short (on 
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average 1.5 to 2 years), so lifetime aftercare has to be provided. Main reasons for replacement of the 
craniofacial prostheses were discolouring, problems with attachment of the acrylic clip carrier to the 
silicone, rupture of the silicone and bad fi t. 
Literature
McConnel, F.M.S., Pauloski, B.R., Longemann, J.A., et. al.. 1. Functional results of primary 
closure vs fl aps in oropharyngeal reconstruction. Arch. Otolaryngol. Head. Neck. Surg. 124: 625, 
1998.
Sanderson R.J., Ironside J.A.D., Wei WI. 2. Squamous cell carcinomas of the head and neck. 
BMJ 325: 822-827, 2002.
Finlay P.M., Dawson F., Robertson A.G., Soutar D.S., 3. An evaluation of functional outcome 
after surgery and radiotherapy for intraoral cancer. Br J Oral Maxillofac Surg 30: 14-17; 1992.
Scliephake H., Ruffert K., Schneller T., P4. rospective study of the quality of life of cancer 
patients after intraoral tumor surgery. J Oral Maxillofac Surg 54: 664-669, 1996.
Schmelzeisen R., Ptok M., Schonweiler R., Hacki T., Neukam F.W., 5. Reconstruction 
of speech and chewing function after extensive tumor resection in the area of the jaw and face. 
Laryngorhinootologie 75: 231-238, 1996.
Reintsema H., Oort van R.P., Schoen P., Raghoebar G.M.,6.  Implant reconstructive prostheses 
in the mandible after ablative surgery: a rationale for treatment planning. J Fac Som Prost 4: 129-40: 
1998.
7. Van Oort R.P., Reintsema H., Van Dijk G., Raghoebar G.M., Roodenburg J.L.N., Indications 
for extra-oral implantology. J Invest Surg 1994;7:275-281. 
8. Schoen P.J., Raghoebar G.M., van Oort R.P., Reintsema H., van der Laan BFAM, Burlage 
F. Treatment Outcome of Bone-Anchored Craniofacial Prostheses After Tumor Surgery. Cancer 
2001;92:3045-3050.
9. Visser A., Raghoebar G.M., van Oort, R.P. and Vissink A., Fate of Implant-retained 
Craniofacial Prostheses: Life Span and Aftercare, In Press, 2007.
Summary 
Especially the use of intraoral dentures is not always possible due to limited neutral zone and 
retention problems. Osseointegrated dental implants can be a solution in these cases.  A focus on 
organ preservation is necessary to improve outcomes. If massive intraoral resections are necessary, 
the free radial forearm fl ap or the fi bula fl ap reconstruction provides the best functional outcome.
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В специализированные отделения опухолей головы и шеи довольно часто поступают 
больные с рецидивами или метастатическими опухолями, которые считаются неоперабельными 
вследствие обширности поражения, распространения на  жизненно важные образования и 
невозможность закрытия послеоперационных дефектов стандартными методами.
Материалы и методы. Проанализированы результаты обследования и лечения 93 больных 
